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Lesions between 1 and 2 mm in diameter were sectioned and were separated into four groups on their histological appearance: (1) Metaplastic polyps 87 (71 %). (2) Minute adenomas 22 (18 %).
(3) Lymph follicles 13 (10-2%). (4) Benign connective tissue (tumour leiomyoma) 1 (08 %).
The commonest was the metaplastic polyp. This lesion has only recently been recognized and separated from the adenomatous polyp (Morson 1962) . It has a characteristic histological appearance (see Fig 1) . The mucosal tubules are dilated, and the borders become serrated. In some cases the dilatation of tubules is sufficient to give a radiating frond-like appearance to the lesion. The muscle bundles of the muscularis mucosae beneath the lesion break up into an interlacing network of fibres, some of which spread upwards into the fronds of mucosa. The cells lining the dilated mucosal tubules are different from those of the normal mucosa. They are columnar but of varying height, thus producing the serrated appearance described. The nuclei are large and vesicular. Mitoses are infrequent. A few goblet cells are present.
Minute adenomas were miniature editions of the familiar large adenoma. There is an area of overgrowth of the mucosa and a change in the type of epithelial cell. The columnar epithelial cells become taller, the nuclei larger and more darkly staining. Mitoses are frequent. The cells show active mucus secretion and there are numerous goblet cells. In the early stages of the lesion the muscularis mucos shows slight thickening only. I do not propose to describe the histological appearances of the lymphoid nodules or the solitary leiomyoma.
Metaplastic nodules were found in 27 cases (80 %) and 13 (40 %) contained minute adenomas.
This preliminary study confirmed that small mucosal nodules are common in the rectum and showed that the commonest lesion is the metaplastic polyp. The number of adenomas found (40%) corresponds roughly with the reported figures for the incidence of adenomas in association with carcinoma of the rectum (Rosenthal & Baronofsky 1960) . The next step was to determine the incidence of small mucosal polyps and of the various histological types in the rectums of a comparable group of persons without an associated carcinoma. Numbers are not yet sufficient to quote results, but the findings suggest that metaplastic nodules areprobably as common in the rectums of normal people as in those with carcinoma, whereas adenomas are seen more commonly in patients with carcinoma than in those without.
Metaplastic nodules are unlike any larger lesions seen in the rectum. I have examined numerous other polyps derived from surgical resections and from biopsy material and I have not yet seen a true metaplastic polyp more than 1 cm in diameter. Areas of metaplastic epithelium on the surface of large adenomas are not uncommon, but larger editions of these highly characteristic mucosal malformations, if they occur, are rare.
The Large Bowel Complications of Crohn's Disease of the Small Intestine by J M Davis Mchir FRCS (Whittington Hospital, London)
Patients with Crohn's disease of the small intestine have been reviewed to determine the incidence of the colonic complications and, in particular, the frequency of spread to the large intestine. This series has been reported elsewhere (Davis 1961) ; it consists of 141 patients in whom the intestinal lesion was initially limited to the small intestine; 69 patients were followed for more than five years. The large bowel complications which occurred are summarized in Table 1 . Diarrha?a was a presenting symptom in 850% of cases. In 8 patients it was the only symptom and led to the diagnosis of ulcerative colitis. These patients had mucosal cedema on sigmoidoscopy but this was probably a nonspecific response to the diarrhera.
Fistula-in-ano of various types occurred at some phase of the disease in 28 % of patients. Thirteen had an anal fistula or a peri-anal abscess six months or more before they developed other symptoms of Crohn's disease. Twenty-five per cent were true anal fistule below the pelvic diaphragm. There were 4 pelvirectal fistulk in which the tract passed through the pelvic floor.
having originated from the diseased small intestine (Fig 1) .
TRUE FISTULA 25%.
PELVI-RECTAL FISTULA 3%
Fig 1 Incidence of the two main types of fistula-in-ano It is not clear why Crohn's disease of the small intestine should so often be associated with simple anal fistulh. Morson & Lockhart-Mummery (1959) demonstrated that biopsy of the fistulous tract, in patients with Crohn's disease of both the small and large intestine, often shows granulation tissue similar to that of the primary intestinal lesion. It appears that some of these fistule are not nonspecific phenomena but that they are specific to Crohn's disease. It is tempting to postulate that the same causative agent exists in the anal canal and in the intestinal tract.
Clinically there is often nothing characteristic about the anal fistulm in Crohn's disease of the small intestine but some are indolent with undermined edges and some may be very extensive.
After operation on Crohn's fistulh the wound sometimes heals slowly and, on three occasions, this has led to the discovery of the associated iatestinal lesion.
In Crohn's disease of the large intestine anal fistulk occur more frequently and about threequarters of such patients have anal lesions. This association is so close that good evidence is needed before making the clinical diagnosis of Crohn's disease of the large intestine in the absence of a fistula-in-ano. Internal fistula between the small and large intestine occurred in 15 %, most frequently between the ileum and the rectosigmoid region (Fig 2) .
Fistukx between the small intestine and the right side of the colon may give an X-ray appearance suggesting some form of right-sided ileocolitis. This applies to the ileotransverse fistula because the right side of the colon is drawn to the ileocecal region causing an extensive deformity. Fistulk into the rectosigmoid region occurred three times more frequently in this series thanWt e more widely recognized ileovesical fistule. The ileorectosigmoid fistula sometimes presents a problem of diagnosis because it often mimics other rectal lesions (Fig 3) . In 4 patients the fistula was associated with a granulomatous polyp which, on sigmoidoscopy, gave the appearance of a neoplasm; 2 patients were operated upon with a view to excision of the rectum but after the abdomen was opened the diagnosis was apparent. This fistula seems to produce a marked inflammatory response from the wall of the large intestine and in 5 patients this resulted in a dense stricture of the rectosigmoid region.
The treatment of an ileorectosigmoid fistula is not straightforward because the affected large intestine cannot be conveniently removed en bloc with the diseased small gut, as can be done with the right-sided internal fistulk. It may be adequate, after separation of the fistula and resection of the diseased small intestine, merely to close the opening in the rectosigmoid region, but 2 patients treated by this method died from a leak at the closure; it is probably safer to perform a temporary proximal colostomy, particularly if the large intestine is indurated. The remaining 12 patients with an ileorectosigmoid fistula survived operation; 10 have been followed for over two yearsin all but one the rectal lesion has regressed despite 5 patients having originally had a dense stricture of the large bowel. This small group demonstrates that the changes produced in the large bowel by an internal fistula, however pronounced, are usually nonspecific. There seems to be little danger of a secondary area of Crohn's disease being transmitted to the large bowel by an internal fistula, or of the rectal lesion persisting as an independent focus after the small gut has been removed.
Extension to the Cwcum In a small proportion of patients with terminal ileitis the cecum shows inflammatory changes.
In about one-sixth of this series the cmcum was either indurated or inflamed at operation. In a retrospective survey it has proved impossible to determine how often these changes were nonspecific and how often they were due to Crohn's disease. Crohn's granulation tissue was seen on section of the cmcum in 11 specimens from 82 patients who had had resection. Only one patient with histological Crohn's disease of the cacum subsequently developed a large bowel lesion. It is concluded that cecal involvement does not unduly predispose to extension to the more distal large intestine. because a barium enema has been performed only if indicated clinically. It is concluded from this series of patients with Crohn's disease of the small intestine, of which only one-half have been followed for more than five years, that the incidence of subsequent large gut Crohn's disease is between 4 % and 7 %. This small proportion of patients in whom a large gut lesion occurs as a secondary phenomenon contrasts with a larger group of patients in whom Crohn's disease seems to start in the small and large intestine at the same time. In the same period there have been 23 cases of simultaneous small and large gut Crohn's disease; these are excluded.
